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Preface

Ayushman Bharat-Pradhan Mantri Jan Arogya Yojana (AB-PMJAY) is a flagship initiative of the
Government of India under the Ministry of Health and Family Welfare, aimed at providing financial
protection and ensuring access to quality secondary and tertiary healthcare services for eligible
beneficiaries. By offering health coverage of up to Five Lacs (%5,00,000) per family per year and Five Lacs
(%5,00,000) per year to 70+ elderly people, the scheme represents a transformative step towards reducing
catastrophic health expenditure and improving healthcare equity for the poor and vulnerable population.

Given the scale and complexity of AB-PMJAY, effective implementation requires strict adherence to
prescribed guidelines, Standard Treatment Guidelines (STGs), Health Benefit Packages (HBPs), and robust
systems for fraud prevention and quality documentation. Global experience indicates that health insurance
programmes are particularly susceptible to integrity violations, which not only result in financial losses but
can also compromise patient safety, service quality, and public trust. Accordingly, strong governance and
a zero-tolerance approach to fraud are central to safeguarding scheme integrity and beneficiary interests.

In Bihar, the Bihar Swasthya Suraksha Samiti (BSSS), as the State Health Agency (SHA), places high
priority on strengthening institutional mechanisms that promote transparency, accountability, and ethical
practices under AB-PMJAY. In this context, BSSS conducted a series of division-wise capacity-building
workshops across the state to sensitize empanelled healthcare providers and key stakeholders on anti-fraud
measures, documentation standards, regulatory compliance, and their responsibilities under the scheme.

This report presents a consolidated account of the proceedings, key observations, and actionable
recommendations that emerged from these workshops. It highlights common gaps identified during
interactions with hospitals, documents good practices, and outlines essential compliance requirements to
support effective scheme governance. The insights contained herein are intended to serve as a practical
reference for empanelled healthcare providers, district implementation units, and programme functionaries
in strengthening adherence to scheme guidelines and improving the overall quality of service delivery.

I acknowledge the active participation of hospital Owners/Proprietor, hospital administrators, managers,
senior medical officers and doctors who contributed to the success of these workshops, and place on record
my appreciation for the Centre for Health Policy, Asian Development Research Institute (CHP-ADRI), for
providing technical support in their implementation. It is expected that this report will contribute to
continuous capacity strengthening and reinforce the collective commitment of all stakeholders towards
ensuring integrity, efficiency, and beneficiary-centric healthcare delivery under AB-PMJAY in Bihar.

Shri Shashank Shekhar Sinha, IAS
Chief Executive Officer

Bihar Swasthya Suraksha Samiti (BSSS)






Table of Content

SL. No. Chapter Page No.

1. Background 1

2. Workshop Objectives 1

3. Interactive Components 1

4. Participants Profile 2

5. Resource Person Profile 2

6. Venue & Date 3

7. Proceedings 3

8. Challenges 13

9. Key Outcomes 13

10. Recommendations 13

11. Annexures
Annex 1: Attendance Sheet 14 - 22
Annex 2: Workshop Schedule 23
Annex 3: Pre-Assessment Form 24 -33
Annex 4: Post Assessment Form 34 -41
Annex 5: Some Glimpses of the workshop 42
program
Annex 6: Media Coverage 43







1. BACKGROUND

Ayushman Bharat - Pradhan Mantri Jan Arogya Yojana (AB-PMJAY) is the world’s largest publicly
funded health insurance scheme, designed to provide financial protection and accessible healthcare
to over 50 crore vulnerable citizens of India. The core objective of the scheme is to ensure universal
access to quality secondary and tertiary healthcare services, reduce out-of-pocket expenditure, and
build a transparent, accountable health system that prioritizes the needs of the poor and
marginalized.

However, one of the major challenges faced by the scheme is healthcare fraud. Fraud in healthcare
not only diverts critical resources away from genuine beneficiaries but also undermines the
credibility of AB-PMJAY and similar programs. To maintain trust and sustainability, strict adherence
to proper documentation, transparent processes, and compliance with Standard Treatment
Guidelines (STGs) is essential. These measures help reduce fraudulent claims, ensure quality service
delivery, and protect both patients and institutions from reputational risks.

In this context, a one-day workshop was organized by the Asian Development Research Institute
(ADRI) in Gayaji on December 12, 2025 as part of its technical support to the Bihar Swasthya
Suraksha Samiti (BSSS). The workshop focused on sensitizing private empanelled hospitals across
eight districts of Bihar on key themes such as anti-fraud practices, the importance of quality
documentation, adherence to STGs, and effective implementation of Health Benefit Packages (HBPs).
The initiative aimed to strengthen the accountability framework of hospitals, build awareness among
healthcare providers, and promote ethical practices in line with the objectives of AB-PM]JAY.

2. WORKSHOP OBJECTIVES

e To provide financial protection and cashless health services to vulnerable families.

e To ensure access to quality secondary and tertiary healthcare for poor and marginalized
sections of society.

e To ensure healthcare involves no out-of-pocket expenditure and prevent families from falling
into poverty due to medical costs.

e To standardize treatment through Standard Treatment Guidelines (STGs) ensuring
transparency and consistency in care.

e To strengthen accountability and reduce fraud by promoting proper documentation and
compliance.

o To promote ethical practices among hospitals and maintain the credibility of the scheme.

e Toimprove health outcomes and contribute towards the goal of Universal Health Coverage
(UHC) in India.

3. INTERACTIVE COMPONENTS
e (Case Studies: Group discussions on real-life fraud and compliance cases.

e Queries & Clarifications: Open Q&A sessions addressing hospital challenges.
e Pre- and Post-Questionnaire: To assess improvement in awareness and knowledge.
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4. PARTICIPANTS PROFILE

The workshop attracted 131 representatives of 74 private empanelled hospitals from the
districts of Gaya]i, Arwal, Aurangabad, Jehanabad, Kaimur(bhabua), Nalanda, Nawada and
Rohtas. Attendees included:

- Hospital Owners/Proprietor
- Hospital administrators and managers
- Senior medical officers and doctors

A detailed list of participants can be found in Annex 1.

5. RESOURCE PERSON

Session Facilitator Designation Organization
Wellcor_ne Note & Dr. Alok Ranjan Director - Operations BSSS
Objectives
Keyno.te & Overview Shrl Shailesh Chandra Administrative Officer BSSS
of Anti-Fraud Diwakar
Sensitization _ °™| Dr. Gurinder Randhawa | Consultant CHP-ADRI
Fraud Prevention
Fraud Mitigation &

Quality Dr. Alok Ranjan Director - Operations BSSS

Documentation

Compliance to STGs | Dr. Gurinder Randhawa | Consultant CHP-ADRI

Standard Treatment

Guidelines and

Health Benefit .

Package - Adherence | Dr. Neeraj Kumar Singh Director - Healthcare & BSSS
CB Officer

to Mandatory

Protocols &

Documents

Real-Time Reporting District IDSP Cell & ADRI team

on [HIP

Way Forward & Vote | oy, Shankar Team Lead, CHP-ADRI CHP-ADRI

of Thanks

Focus Group Discussions (FGDs) on PMJAY
implementation challenges engaging few
consenting medical experts and Hospital
Administration

ADRI Team
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6. VENUE & DATE

Venue: At Maha Bodhi Hotel Resort Convention Centre, Gaya]i & Date: 12 December 2025

7. PROCEEDINGS

Inaugural Session

The workshop opened with introductory remarks by Shri Indrajit Goswami, Project Officer,

CHP-ADR], who greeted the
owner/proprietors, Senior Doctors, officials
and representatives from private empanelled
hospitals across eight districts Gaya]i, Arwal,
Aurangabad, Jehanabad, Kaimur(bhabua),
Nalanda, Nawada and Rohtas. He then invited
Dr. Alok Ranjan, Director (Operations), BSSS,
to set the context of the day’s programme. Dr.
Alok Ranjan, in his address, underscored the
urgency of reinforcing anti-fraud practices
and ensuring systematic documentation
within the framework of AB-PMJAY. He

pointed out that lapses in these areas not only compromise financial accountability but also
erode the credibility of the scheme among beneficiaries.

Following the inaugural address, the objective of the workshop was clearly outlined, to build
capacity of owner/proprietors, Senior Doctors, officials and representatives of the private
empanelled hospitals in adhering to Standard Treatment Guidelines (STGs) and Health
Benefit Packages (HBPs), while aligning with quality and compliance norms. To assess the
baseline understanding of participants, a short pre-session questionnaire was administered.
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Out of the total attendees, 65 participants
actively completed the exercise, providing
useful insights into their current level of
awareness. As an encouragement for active
involvement, gifts were presented to the top
three scorers. This not only created a spirit of
enthusiasm but also motivated participants to
remain alert and fully engaged throughout the
sessions ahead.

Dr. Raja Ram Prasad, Civil Surgeon, Gayaji, Chief Guest of the programme, underscored the
critical role of robust anti-fraud mechanisms
and high-quality documentation in ensuring
accountability and efficient utilization of
public funds under AB-PMJAY and MM-]JAY.
He emphasized that strict adherence to
scheme guidelines by empanelled hospitals is
essential  for  protecting  beneficiary
entitlements, strengthening governance, and
sustaining public trust in health insurance
programmes.

Keynote Address and Overview of Antifraud

In his keynote address, Shri Shailesh Chandra
Diwakar, Administrative Officer, BSSS,
provided an in-depth overview of the patterns,
implications, and countermeasures for fraud
under Ayushman Bharat-Pradhan Mantri Jan
Arogya Yojana (PMJAY) and Mukhyamantri
Jan Arogya Yojana (MM]JAY). Clear conceptual
distinctions were explained between fraud
and abuse, followed by a structured overview
of multiple types of fraud, with illustrative [ESSEE : - S
hospital-level and beneficiary-level examples. The session also hlghllghted actions 1n1t1ated
against non-compliant hospitals, including administrative and legal measures under the
scheme guidelines.

It highlighted the distribution of healthcare packages across specialties, showing the relative
contribution of facilities such as General Medicine, Ophthalmology, Orthopaedics, Cardiology,
and specialized surgical procedures, emphasizing that certain areas like polytrauma,
interventional neuroradiology, and paediatric surgery contribute minimally to overall claims,
whereas general medical and surgical packages constitute a major share. The presentation
detailed numerous fraud and abuse scenarios, including discrepancies in admission and
discharge dates, unverified preauthorization, misuse of intensive care and neonatal packages,
duplicate claims, absence of mandatory clinical or radiological documents, premature
procedures (e.g., hysterectomy before 40 or cataract surgery before 35), missing geo-tagged
photos, and repeated claims for the same beneficiary.
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Further, key fraud monitoring initiatives and
preventive strategies adopted by the State
Health Agency were discussed, along with
explicit expectations from empanelled
hospitals—such as strict adherence to
standard treatment protocols, accurate and
complete documentation, transparent claims
submission, and cooperation during audits.
The session concluded by emphasizing the
system-wide impact of fraud and abuse and
outlined a way forward focusing on
continuous sensitization, capacity building,
and strengthening internal compliance systems at hospital level

Mr. Shailesh explained the multi-layered anti-fraud framework, with the State Anti-Fraud
Unit (SAFU), district investigation units, medical officers, legal advisors, and data analysts,
ensuring monitoring from the state to district levels. Hospitals were advised to submit only
genuine claims, maintain complete documentation including diagnostic reports and geo-
tagged photos, strictly follow scheme
guidelines and package rules, and fully
cooperate during audits. The presentation
concluded by emphasizing the adverse effects
of fraud—overcrowding of fraudulent cases
delaying care for genuine patients, weakening
of AB-PMJAY and MMJAY credibility, direct
financial loss of government funds, and
erosion of patient trust—and stressed
continued vigilance, surprise live audits, and
coordinated enforcement to ensure equitable
delivery of healthcare services across Bihar.

Technical Session I - Sensitization on Fraud Prevention

F

Dr. Gurinder Randhawa, Consultant, CHP-
ADRI  presented a presentation on
Sensitization on Fraud Prevention under PM-
JAY and MMJAY focused on the identification
and management of suspicious claims to
safeguard scheme integrity. Normal claim
processing takes 15 days for state-level cases
and 30 days for portability claims, but once
flagged, cases undergo scrutiny by the State
Anti-Fraud Unit (SAFU), which may include

: telephonic verification, desk review, or field
audits. Analysis revealed that 25% of triggered cases are fraudulent, leading to claim
rejections and watch listing of hospitals, with financial implications of approximately 311
crore from 43,430 cases. Claims are flagged through automated Al/ML triggers and manual
reporting based on claim history, admissions, diagnostics, or billing patterns, such as
duplicate claims, missing X-rays, extended length of stay (LOS), early-onset cataract (<35
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years), or hysterectomy (<40 years). Facility-wise contribution to claims shows General
Medicine (28.56%), Ophthalmology (26.77%), Orthopaedics (12.25%), Medical Oncology
(7.82%), and Neonatal care (7.55%), with smaller contributions from specialized surgical
services. She also describes that 44% of cases fell into the fraud/abuse category due to
duplicate documents.

Live examples demonstrated the financial impact of such claims, including dialysis in patients
under 35 years of age (312.96 lakh), duplicate claims (%5.03 lakh), lack of blood transfusion
or crossmatch details (X1.13 crore), and inadequate LOS in critical care (X5.27 lakh). Common
reasons included frequent hospitalizations of family members, prolonged non-critical
medical management, lack of clinical or diagnostic documentation, and duplicate or
manipulated images. The session emphasized
the need for complete documentation,
adherence to scheme guidelines, and
cooperation during audits. Punitive measures
for non-compliance include withholding
payments, suspension, de-empanelment, filing
of an FIR, and recovery of 5-10 times the
amount defrauded. This multi-pronged
approach aims to protect government funds,
ensure timely care for genuine beneficiaries,
and maintain the credibility of AB-PMJAY and
MMJAY across Bihar.

Technical Session II - Fraud Mitigation & Quality Documentation

Dr. Alok Ranjan delivered an insightful
presentation  titled “National  Quality
Assurance Standards: Half Empty or Half
Filled!”, emphasizing the critical role of
medical records in healthcare delivery,
quality assurance, and medico-legal contexts.
He highlighted that medical records serve as
a clinical, scientific, administrative, and legal
document, essential for continuity of care,
communication among healthcare providers,
quality review, financial reimbursement,

insurance claims, and legal proceedings.

Dr. Alok underlined the multifaceted importance of medical records—for patients (continuity
of treatment, follow-ups, insurance claims, medico-legal safeguards), for doctors (research,
thesis work, medico-legal protection, publications), and for hospitals and the nation (quality
of care, planning and budgeting, hospital statistics, administrative control, and community
medicine). He stressed that medical records are the backbone of hospital information
systems, contributing not only to patient care but also to public health planning, research,
and national health statistics.
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Technical Session III - Compliance to Standard Treatment Guidelines

Dr. Gurinder Randhawa delivered an extensive presentation on the need for strict comphance
with Standard Treatment Guidelines (STGs) v

under AB-PMJAY, stressing that complete and
accurate documentation is mandatory for the
smooth processing of claims and for ensuring
transparency in treatment delivery. She
elaborated that for medical cases, daily geo-
tagged bedside photographs, indoor -case
papers, clinical notes, vital charts, and follow-
up investigations (such as CRP for sepsis, RBS
for diabetes, or serum electrolytes in GI cases)
must be uploaded regularly to establish
continuity and adequacy of care. For surgical cases, she emphasized the requirement of geo-
tagged pre-operative, intra-operative, and post-operative photographs along with detailed
OT notes that are duly signed and stamped, discharge summaries with proper authentication,
and where relevant, barcodes and invoices of implants or devices used. Dr. Randhawa
provided specialty-wise illustrations—such as cataract (with pre-op A-scan, keratometry
reports, and IOL box details), hysterectomy (supported by clinical justification and biopsy
reports), cardiac interventions like PTCA and CABG (with angiography images, stent/barcode
details, and post-op imaging), dialysis (with nephrologist notes and geo-tagged evidence),
oncology (FNAC, HPE, tumor board
approvals), orthopedics (pre/post-op X-rays,
implant barcodes, intra-op images), and
neonatal care packages (basic, advanced, and
{ critical). She reiterated that all packages come
with predefined requisites, and non-
compliance automatically triggers queries or
rejections during claim adjudication.
Concluding her session, she underlined that
adherence to STGs protects hospitals from
financial risk, strengthens clinical
accountability, supports audits, and ultimately safeguards the credibility and integrity of the
PM-JAY scheme.

Technical Session IV - Standard Treatment Guidelines and Health Benefit Package -
Adherence to Mandatory Protocols & Documents

In this session, Dr. Neeraj Kumar Singh,
Director- of Health Services, BSSS presented
on Health Benefit Packages (HBP 2.1),
detailing cashless coverage for AB-PMJAY ,
beneficiaries, including hospitalization, day il i M Sl
care, pre- and post-hospitalization expenses, ‘d }“WM i‘
and neonatal care. He explained the two types ol

of packages—medical, based on illness or
condition, and surgical, based on
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procedure—each with a fixed nomenclature, specialty, code, and package rate. The session
covered package components such as admission cost, bed charges, consultation fees, surgery
costs, consumables, basic laboratory tests, diet, and follow-up. Dr. Kumar also elaborated on
cross-specialty, stratified, add-on, and stand-alone procedures, as well as static and dynamic
pricing models, providing examples like ASD (Atrial Septal Defect) device closure and PTCA
(Percutaneous Transluminal Coronary Angioplasty). Special attention was given to Bihar-
specific reservation policies for seven procedures in public hospitals. After that, Dr. Kumar,
hlghllghted the importance of Standard Treatment Guidelines (STG) under AB-PMJAY. He

P delivered a detailed presentation on Standard
Treatment Guidelines (STGs), introduced
under AB-PMJAY to guide Empanelled
Hospitals (EHCPs), Medical Coordinators
(MEDCO), Claims Panel Doctors (CPD), and
audit teams. He explained that STGs provide
package-specific details such as procedure
codes, prices, implants, average length of stay,
clinical pointers, and mandatory
documentation protocols, thereby ensuring transparency, standardization of treatment,
fraud control, and uniformity in documentation across healthcare providers. He informed
participants that 675 STGs covering 1,650 procedures have been released till date, with 28
sets rolled out, and that FAQs and IT user manuals are available on the PM-JAY portal. In the
second part of his session, Dr. Neeraj discussed Claims Adjudication in Special Cases, focusing
on payments in scenarios such as LAMA/DAMA, death during hospitalization, and referrals
to other hospitals. He explained that special payment guidelines require EHCPs to report
deviations within 24-72 hours and payments are released only after a successful audit by
SHA/insurer within 15 days. Different case scenarios were illustrated—such as partial
payments before or during surgery, full payments after surgery, and proportional
distribution of claims in referral cases. These provisions, he emphasized, are designed to
safeguard both patients and hospitals, prevent misuse of the scheme, and maintain financial
integrity in the claims settlement process.

Among all attendees, 50 participants successfully completed the post-session exercise,
offering valuable insights into their present level of awareness. To foster active engagement,
gifts were awarded to the top three performers.

Case Studies

To make the training practical, real-world case studies were shared with the participants.
These case studies involved instances where hospitals had encountered issues with fraud or
incorrect package selection. Each case was discussed in groups, and participants were asked
to identify errors and propose corrective measures. This interactive segment allowed for a
hands-on understanding of how incorrect package selection could be avoided.

During the case study session, participants were strategically divided into groups, ensuring a
balanced mix of roles such as hospital owners/ properties, doctors, administrators, and
mangers. This approach was designed to encourage diverse perspectives and foster cross-
learning.
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The ADRI team distributed carefully prepared case studies, each highlighting real-life
scenarios of irregular claims, documentation lapses, or fraudulent practices observed under
AB-PMJAY.

Each group was tasked with analyzing the
assigned case, identifying the major issues
involved, and discussing their observations in
detail. They were encouraged to deliberate on
the root causes, assess the impact on both
patients and institutions, and suggest
practical solutions. To ensure focused
engagement, groups were given a defined
time limit to prepare their summaries and
recommendations.

After the group discussion, one representative from each group presented their collective
findings to all participants. These presentations served as a platform for knowledge
exchange, where similarities and differences in perspectives were openly discussed. The
exercise not only provided practical insights into the challenges of implementing AB-PMJAY
but also highlighted the importance of teamwork, critical thinking, and ethical compliance.

This interactive session significantly enhanced participants’ awareness about fraud
detection, compliance with guidelines, and the importance of proper documentation. More
importantly, it motivated them to apply theoretical frameworks and policy directives to real-
life hospital practices, thereby strengthening the overall culture of accountability and
transparency.

The first case study involved a 55-year-old
daily wage labourer who needed immediate
hospitalization because his fingerprint
verification was repeatedly failing due to
worn fingers. Participants were asked to
consider immediate steps hospitals should
take in such situations, including using
alternative authentication methods such as
IRIS scanners or authorizing treatment
through the medical superintendent's login,
and the importance of not delaying treatment
in an emergency. They also discussed the types of documents that should be uploaded to
ensure smooth claim settlement later.

The second case study focused on an emergency situation where a farmer, rushed to an
empanelled hospital with severe stomach pain, did not have his Ayushman card. The
discussion revolved around how hospitals can verify eligibility without the physical card, the
role of the Ayushman Mitra in guiding the family, and the process of ensuring timely
treatment while helping the patient later access the card through official channels. This
exercise emphasized the principle that emergency care should not be delayed due to
documentation gaps.
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The Third case study addressed an emergency admission where a critically ill patient, though
an Ayushman beneficiary, could not present his physical card. Participants discussed the
‘ hospital’s responsibility to admit the patient
without delay, the alternative methods of
verification available (such as Aadhaar, OTP,
or e-card from the BIS portal), and the role of
the Ayushman Mitra in coordinating with the
family. The discussions also covered the
documentation required during admission,
the process for uploading scheme details
later for claim settlement, and safeguards to
prevent misuse in cases where the card is not
immediately presented.

The fourth case study focused on the issue of package selection when a PM-JAY beneficiary
was admitted with abdominal pain. Initially, the patient was stabilized and underwent tests
under the general medical package. After the diagnosis of cholecystectomy was confirmed,
participants discussed the correct approach to
package selection, the possibility of changes to
the initial package, and under what
circumstances the patient could be discharged
after stabilization. The discussions
emphasized that only one package should be
used to avoid duplication and that the treating
hospital should ensure proper documentation
of tests, admission details, and final diagnosis.
Participants also highlighted the importance
of selecting the appropriate surgical package
at the time of confirmation, ensuring transparency, and following scheme guidelines to
prevent claim rejection during settlement.

The fifth and last case study is based on the package selection. It highlighted selection of
correct package for routine cataract surgery under PM-JAY and the documents (pre-op vision
test, fundus exam, operative notes) needs to be uploaded. It also describes that how can
hospitals build a package selection checklist for common surgeries like cataract.

Together, these case studies provided a highly engaging learning platform. They encouraged
participants to think critically about operational challenges, reaffirmed the priority of patient
care in emergencies, and underlined the need for robust documentation and compliance to
uphold the integrity of AB-PMJAY.

Sensitization for Real-time Reporting on IHIP portal

The ADRI team, in collaboration with representatives from the District IDSP Cell, conducted
a live demonstration on real-time reporting through the IHIP portal. During the session, the
District Surveillance Unit, IDSP, DHS, highlighting the shift from the conventional IDSP
launched in 2004 to the upgraded Integrated Health Information Platform (IHIP) introduced
in 2018. The new system, unlike the earlier paper-based reporting, enables real-time, case-
based digital surveillance with features such as geo-tagging, GIS mapping, instant alerts, and
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hotspot identification, thereby strengthening epidemic detection and response. The
workshop underlined the critical role of Private Reporting Units (PRUs), especially private
hospitals and laboratories, in submitting S, P,
and L forms to ensure comprehensive
surveillance, early outbreak detection, and
faster public health response. The current
status of IHIP reporting in Bhagalpur was
reviewed, with active government reporting
units and emerging participation from
different districts. Emphasis was placed on
regular follow-up by health teams, use of
digital tools for timely problem-solving, and
identification of nodal officers to enhance
reporting quality, with the overarching
message that collaboration between public and private sectors is vital for building a robust
national disease surveillance network.

Focus Group Discussions

The final session of the workshop featured
Focus Group Discussions (FGDs), aimed at
capturing insights and feedback from hospital
representatives on their experiences with
PMJAY implementation. The discussions
encouraged open sharing of benefits and
challenges since empanelment, including
issues of patient awareness regarding
eligibility and cashless benefits, difficulties in
verifying beneficiaries at admission, and
operational hurdles during pre-authorization :
and claims settlement. Participants highlighted frequent delays, occasional claim rejections,
and the financial strain caused by package rate limitations, particularly for high-cost
procedures. Concerns were also raised about increased administrative workload,
connectivity gaps, and technical errors while
using the TMS portal.

Another important theme was the adequacy of
training and institutional support. Participants
emphasized the need for regular refresher
sessions to strengthen their understanding of
anti-fraud measures, documentation
requirements, and evolving processes. They
also expressed that penalties and audits, while
important for transparency, sometimes
disrupted hospital operations and required a more balanced, supportive approach from the
State Health Agency and district teams. Suggestions for improvement included better
grievance redressal mechanisms, fairer package rates, smoother claim rectification
processes, and dedicated administrative support for PMJAY related tasks.
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Overall, the FGDs provided valuable ground-level perspectives on both operational and
systemic issues, while generating practical ideas for strengthening hospital participation in
PMJAY. The discussions reinforced the importance of continuous training, robust IT support,
and stronger collaboration between hospitals and SHA to improve transparency, efficiency,
and the quality of care delivered under the scheme.

Closing Speech

The closing session was marked by thoughtful
reflections and words of appreciation. Shri
Shailesh Chandra Diwakar, Administrative
Officer, BSSS, acknowledged the active
participation of hospital representatives and
expressed gratitude to ADRI for facilitating the
\|| programme. He commended the commitment
shown by the participants throughout the day
and emphasized that the real value of the
workshop lies in applying the learnings to day-
to-day hospital practices. He highlighted that
transparency in processes strict adherence to documentation, and vigilance against
fraudulent claims are essential to safeguarding both the credibility of AB-PMJAY and the trust
of beneficiaries. In his remarks, he encouraged all participants to act as ambassadors of
quality care and integrity within their institutions, ensuring that the scheme truly benefits
those it is intended for.

The session concluded with a formal vote of
thanks delivered by Dr. Suraj Shankar, Team
Leader - CHP, ADRI. He extended his gratitude
to the Chief Executive Officer, BSSS for his
pivotal role in ensuring the success of the
workshop, acknowledging that it was possible
because of his support and guidance. He also
expressed appreciation to Dr. Asmita Gupta,
Member Secretary, ADRI, under whose
supervision the workshop could be organized
effectively. Further, he commended the
valuable contributions of the facilitators, senior phy51c1ans hospital owners, off1c1als and
representatives from empanelled private hospitals. The program concluded on an
encouraging note, with participants motivated to apply the knowledge and best practices
discussed during the sessions in their respective institutions.

H

Particl
Venue: N
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8. CHALLENGES:

e This was the first time such a workshop was conducted.

Hospitals lacked adequate information on fraud prevention and quality documentation.

e Awareness on Standard Treatment Guidelines (STGs) and required claim documents was
limited.

e Hospital representatives had different levels of knowledge on quality documentation and
claim uploading procedures, highlighting the need for more practical, hands-on
demonstrations.

Proper follow-up is required to ensure 100 percent participation from hospitals.

e Participants suggested periodic refresher sessions to reinforce learning and address new
challenges.

e Participants also recommended increasing the time allocated for each session to allow for
deeper discussions and practice.

9. KEY OUTCOMES

o Increased Awareness: The workshop substantially raised awareness among participants
about the critical importance of accurate Health Benefit Package (HBP) selection and its
direct impact on claim approval and hospital finances.

e Training Need Identified: Hospitals expressed a need for regular district-level training to
update them on new system features, package updates, and documentation best practices.

e Commitment to Compliance: A clear commitment was made by the participants to ensure
strict adherence to the selection process for HBPs.

e Improved Documentation Practices: Participants committed to ensuring that all patient
records are properly documented, with supporting medical evidence.

e Provide clear guidance on handling special cases such as LAMA, DAMA, and emergency
treatments.

e Provide detailed training on Al-powered fraud detection, highlighting its role in ensuring
security and integrity in the claim submission process.

10. RECOMMENDATIONS

The workshop concluded with a set of actionable recommendations aimed at improving compliance
and reducing fraud:

o Institutionalize Training: Establish a regular schedule of training modules for all hospitals
to ensure continuous learning and compliance.

e Training Curriculum: This workshop on Antifraud and Quality Documentation should be
incorporated in Annual Training Calendar.

e Share a simple troubleshooting guide for common issues in the WhatsApp group created
during the workshop to provide ongoing support.

e Develop comprehensive and user-friendly resources such as documents, and guides for
participants to review after the workshop.

e Organize longer and periodic workshops to reinforce learning and keep participants
informed about new updates.

e Develop specialized training sessions focusing on Grievance Redressal, Claim Adjudication,
and the effective use of Al-powered fraud detection tools.
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One Day Workshop of

under AB-PMJAY
Date: December 12,2025 | Venue: Mahabodhi Hotel, Resort and Convention Centre, Gaya
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One Day Workshop of
, The Private Empanelled Hospitals on Anti-Fraud and Quality Documentation
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One Day Workshop of

under AB-PMJAY
Date: December 12,2025 | Venue: Mahabodhi Hotel, Resort and Convention Centre, Gaya
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One Day Workshop of the Private empanelled hospitals on
Anti-Fraud and Quality Documentation under AB-PMJAY

Participants: Gaya, Aurangabad, Arwal, Jehanabad, Kaimur(bhabua),

Nalanda, Nawada and Rohtas

Date :12 December, 2025

Venue: Maha Bodhi Hotel Resort Convention Centre, Gaya

Program Schedule

Time Session Facilitator
10:00 - 10:30 | Registration CHP - ADRI team
Dr. Alok Ranjan,
10:30 - 10:35 | Welcome Note & Objective of the workshop r ok Ranjan )
Director - Operation, BSSS
10:35 - 10:50 | Key Note and Overview of Antifraud Shri Shailesh Chandra Diwakar,
Administrative Officer, BSSS
10:50 - 11:25 | Sensitization on Fraud Prevention Dr. Gurinder Randhawa,
Consultant, CHP -ADRI
Dr. Alok Ranjan,
11:25 - 11:50 | Fraud Mitigation - lity D tati
raud Mitigation - Quality Documentation Director - Operation, BSSS
11:50 - 12:15 | Compliance to Standard Treatment Guidelines Dr. Gurinder Randhawa,
Consultant, CHP -ADRI
TEA BREAK
Standard Treatment Guidelines and Health Benefit D N LK Sineh
12:15 — 12:45 " b | r. Neeraj Kumar Singh,
: : Package - Adherence to Mandatory Protocols & Director — Healthcare, BSSS
Documents
Dr. Alok Ranjan,
12:45 - 01:45 | Case Studies Director - Operation, B335
Dr. Gurinder Randhawa,
Consultant, CHP -ADRI
01:45 - 01:55 | Way Forward PMJAY & ADRI team
01:55 - 02:05 | Sensitization for Real-time Reporting on [HIP portal | District IDSP cell & ADRI team
02:05 - 02:45 Lunch Break
02:45 - 03:30  Focus Group Discussions (FGDs) on PMJAY implementation challenges engaging few

consenting medical experts and Hospital Administration
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Annexure: -3

Pre assessment Form

Anti-Fraud and Quality
Documentation under AB-PMJAY
(PRE- ASSESSMENT)

* Indicates reauired auestion

...........................

2.  Full Name *

3. Age*

4. Gender*

Mark only one oval.

Male
Female

Others

5. Contact Number *

6. Hospital Name: *

24 |Page



District: *

Designation *
Mark only one oval.

() Doctor

) Anyone from Administration

PMJAY Quiz

Case 1: Rajesh Verma, a 52-year-old man, is an eligible beneficiary under * 1 point
AB-PMJAY. He is admitted to a hospital with acute gallbladder pain

requiring surgical intervention. The hospital, recognizing the urgency,

proceeds with the gallbladder surgery without submitting a pre-

authorization request, citing the emergency condition. However, the

subsequent claim was rejected by the insurance provider due to non-

compliance with the scheme's pre-authorization protocol.

Q1: Considering the scheme guidelines and the protocol for emergency
situations, which of the following actions should the hospital have taken to
ensure compliance and avoid claim rejection?

Mark only one oval.

) Proceed with treatment without pre-authorization, assuming the emergency
condition overrides the need for prior approval, and submit a request afterward with
relevant supporting documents.

) Always obtain pre-authorization for elective procedures, but in true emergencies
where treatment cannot be delayed, document the clinical necessity and inform the
scheme authority within 24 hours post-treatment with supporting evidence.

_) Delay treatment until pre-authorization is obtained, even if the patient's condition
worsens, to ensure full compliance with the scheme's guidelines, and seek
retrospective approval only if the situation becomes critical.

() Treat the patient immediately and avoid any pre-authorization to prevent
administrative delays, regardless of the procedure's urgency, trusting that the claim
will be processed on humanitarian grounds.
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10. Case 2. Patient: Anita Sharma, 45 years old. * 1 point
Anita underwent a hysterectomy. Pre-operative diagnostic evaluation,
including ultrasound, revealed no pathological finding or medical
indication warranting the surgery.

Q2: Based on established principles of medical ethics, patient rights, and
evidence-based practice, which statement most accurately reflects the
professional assessment of this case?

Mark only one oval.

() The surgery could be ethically justified as preventive if supported by robust
clinical evidence and fully informed, documented consent addressing risks, benefits,
and alternatives.

D Performing the surgery constitutes a breach of ethical and professional duty
because it lacked an evidence-based medical indication, thereby violating the
principle of non-maleficence.

() The absence of documented medical necessity is acceptable provided the
patient verbally consented, as patient autonomy overrides evidence-based
indications in elective procedures.

11. Case 3. Patient: Savitri Yadav, 38 years old. * 1 point
Savitri was admitted for surgery. The consent form on file was incomplete
— it lacked the procedure name, the date, and the signature of an
independent witness.

Q3: Under established legal requirements and scheme-specific
protocols, which of the following represents the minimum standard of a
valid informed consent for surgical procedures?

Mark only one oval.

(") written consent that clearly specifies the exact procedure to be performed, is
dated, and is signed by the patient or their authorised attendant, along with an
independent witness signature.

() Verbal consent obtained in the presence of a nurse or other hospital staff
member.

() A generic, pre-signed consent form completed at the time of admission without
procedure-specific details.
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Case 4 (1) : Meera Rani, 50 years old. * 1 point
During a surgical procedure for a benign abdominal condition, one of

Meera’s organs was removed. No valid written consent for organ removal

was obtained. Post-operatively, she discovered this and filed a legal

complaint. Review of her medical record also showed that mandatory
pre-operative diagnostic tests, as per the Standard Treatment Guidelines

(STG), had not been performed or documented.

Q4: Under the Indian Penal Code, which section is most directly
applicable to the act of removing an organ without valid consent?

Mark only one oval.

() IPC326 - Voluntarily causing grievous hurt by dangerous weapons or means.
() IPC 304A - Causing death by negligence.
() IPC 319 - Definition of hurt.

(:) IPC 338 — Causing grievous hurt by act endangering life or personal safety of
others.
Case 4 (2) : Meera Rani, 50 years old. * 1 point

During a surgical procedure for a benign abdominal condition, one of
Meera’s organs was removed. No valid written consent for organ removal
was obtained. Post-operatively, she discovered this and filed a legal
complaint. Review of her medical record also showed that mandatory
pre-operative diagnostic tests, as per the Standard Treatment Guidelines
(STG), had not been performed or documented.

Q5: From a clinical governance and protocol compliance perspective,
why does the failure to perform and document the required diagnostics
constitute a violation?

Mark only one oval.

() Because tests are optional if the patient appears clinically unwell.

() Because mandatory diagnostics under the STG must be performed and
documented before surgical intervention.

() Becauseall patients must be tested for unrelated conditions as part of hospital
protocol.
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Case 5. Patient: Laxmi Munda, 28 years old. * 1 point
Laxmi was admitted with mild dengue fever, confirmed through

diagnostic testing. Her clinical notes and lab reports showed no evidence

of plasma leakage, severe bleeding, organ impairment, or other WHO-

defined severe dengue criteria. However, the hospital submitted a claim

under “Severe Dengue with Complications”, a higher-reimbursement AB-

PMJAY package, without supporting documentation meeting the

Standard Treatment Guidelines (STG) criteria.

Q6: Within the framework of Ayushman Bharat — Pradhan Mantri Jan
Arogya Yojana (AB-PMJAY) and its STG and claims protocols, how
should this practice be classified?

Mark only one oval.
- Appropriate coding, as the physician may upgrade diagnosis for cautionary
treatment.

D Upcoding, a deliberate misclassification in violation of STG and scheme
guidelines, constituting a fraudulent claim.

) Package optimisation, an accepted practice for ensuring adequate cost
coverage.

Case 6. Patient: Manoj Lal, 62 years old, from a semi-urban low-income * 1 point
community.

Manoj underwent cataract surgery under a publicly funded health

scheme. As per the Standard Treatment Guidelines (STG), a

comprehensive pre-operative eye examination and a formal anaesthesia

fitness assessment are mandatory prior to surgery, both for clinical safety

and for claims compliance.

The hospital’s documentation for Manoj’s case contains no record of

either assessment. The surgery was technically uneventful, and the

patient was discharged without immediate complications.

Q7: Considering scheme audit protocols, medico-legal frameworks, and
patient safety obligations, what is the most accurate classification of the
risk arising from this lapse?

Mark only one oval.

) The absence of documented pre-operative assessments is inconsequential if
the surgical outcome was good and the patient had no adverse events.

) The absence of such documentation constitutes a compliance failure under the
scheme’s STG requirements, creating both financial risk (possible claim rejection
during audit) and legal exposure (failure to meet duty-of-care standards), even if no
harm occurred.

(__ ) Omitting formal pre-operative assessments may streamline processes in high-
volume settings, and is therefore acceptable provided the surgeon’s clinical judgment
supports proceeding.
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16. Case 7. Patient: Manoj Lal, 62 years old, from a semi-urban low-income * 1 point
community.
Manoj underwent cataract surgery under a publicly funded health
scheme. As per the Standard Treatment Guidelines (STG), a
comprehensive pre-operative eye examination and a formal anaesthesia
fithess assessment are mandatory prior to surgery for both patient safety
and scheme claim compliance.
In Manoj's medical record, neither assessment was documented. The
surgery itself was uneventful, and the patient was discharged without
immediate complications.

Q8: Considering scheme audit protocols, medico-legal frameworks, and
patient safety obligations, what is the most accurate classification of the
risk arising from this lapse?

Mark only one oval.

(__ ) The absence of documented pre-operative assessments is inconsequential if
the surgical outcome was good and no adverse events occurred.

() The absence of such documentation constitutes a compliance failure under the
scheme’s STG requirements, creating both financial risk (possible claim rejection
during audit) and legal exposure (failure to meet duty-of-care standards), even if no
harm occurred.

D Omitting formal pre-operative assessments may streamline processes in high-
volume settings and is therefore acceptable provided the surgeon’s clinical judgment
supports proceeding.

17.  Q9: Under the AB-PMJAY hospital empanelment agreement, which * 1 point
contractual obligation is most likely breached in this case?

Mark only one oval.

(") The clause requiring the hospital to maintain complete medical records in the
format prescribed by the scheme, including all mandatory diagnostics and
assessments.

‘ﬁ';:) The clause allowing the hospital to use clinical discretion in bypassing certain
STG steps for operational efficiency.

(") The clause that exempts hospitals from record-keeping obligations if no post-
surgical complications are reported within 7 days.
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18. Case 8: Patient: Asha Devi, 46 years old, from an OBC agrarian * 1 point
community.
Asha underwent laparoscopic surgery for gallstones under a publicly
funded health scheme. Her past medical history included diabetes
mellitus and hypertension, confirmed from prior prescriptions and lab
reports, but these comorbidities were not documented anywhere in her
surgical case sheet.

Q10: Within the framework of clinical risk management, scheme audit
protocols, and medico-legal standards, why is the proper documentation
of comorbidities critical?

Mark only one oval.
() Because comorbidity documentation is essential for assessing surgical risk,

determining preoperative management, and ensuring evidence-based care.

() Because it improves the appearance of completeness in the patient file for audit
purposes, even if not clinically relevant.

() Because it is needed only for insurance claim processing, not for actual patient
management.

19.  Q11: Under the AB-PMJAY Hospital Empanelment Agreement, which * 1 point
contractual obligation is most likely breached here?

Mark only one oval.

() Theclause requiring that all patient medical records reflect accurate and
complete documentation of medical history, diagnosis, treatment, and mandatory
STG elements.

(") The clause that allows omission of past medical history if the surgeon’s
judgment considers it non-impactful for the current procedure.

(") The clause stating that comorbidities need to be recorded only if directly linked
to claim package eligibility.
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20. Case 9: Birsa Murmu, 60 years old, from a Scheduled Tribe community. * 1 point

After a scheme audit request, hospital staff changed the original
admission and discharge dates in Birsa’s records to align with claim
submission dates — without authorised correction procedures and
without preserving the original entries.

Q12: Under AB-PMJAY guidelines, hospital empanelment clauses, and
medico-legal principles, what does this practice constitute?

Mark only one oval.

) Authorised record correction, permissible if done for claim accuracy.

) Falsification of medical records, a fraudulent act that may attract penalties, de-
empanelment, and prosecution.

___) Routine record updating, acceptable before final audit closure.

21.  @13: Which Indian Penal Code (IPC) provision is most directly applicable * 1 point
to such falsification of medical records?

Mark only one oval.

_ ) IPC 192 - Fabricating false evidence.
() IPC 201 - Causing disappearance of evidence of offence.

() IPC 463 - Forgery

IDSP Quiz

22. Q1: What does IDSP stand for? * 0 points

Mark only one oval.

) Integrated Disease Surveillance Program
_) Indian Disease Safety Plan
) International Disease Study Program

() None of the above
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23.

24.

25.

Q2: What is the main purpose of IDSP? *

Mark only one oval.

Early detection and control of disease outbreaks
) Building new hospitals
Free medicine distribution

Health insurance for all

Q3: What is IHIP used for? *

Mark only one oval.

) Tracking disease data in real-time
Managing hospital finances
Scheduling staff leave

) Patient billing

Q4. Who reports data to IDSP? *
Mark only one oval.

Lab Technician
) Physician
) ANM’s
) All of the above
) Only A and B

0 points

0 points

0 points
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26. Q5: IDSP currently focuses on monitoring: *
Mark only one oval.

Communicable diseases
Non-Communicable diseases
Eye and dental problems

Road accident

27. Q6: Are you currently engaged in reporting to IHIP portal? *

Mark only one oval.

) Yes

No

28. Q7: Have you received any training on IDSP/IHIP portal? *

Mark only one oval.

Yes

No

0 points
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Annexure: -4

Post assessment Form

Anti-Fraud and Quality
Documentation under AB-PMJAY
(POST- ASSESSMENT)

* Indicates required question

1. Email *

2. Full Name *

3. Age*

4. Gender*

Mark only one oval.

Male
Female

Others

5. Contact Number *

6. Hospital Name: *
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District: *

Designation

Mark only one oval.

_ ) Doctor

) Anyone from Administration

PMJAY Quiz

Case 1: Roushan Kumar, a 52-year-old man, is an eligible beneficiary * 1 point
under AB-PMJAY. He is admitted to a hospital with acute gallbladder pain
requiring surgical intervention. The hospital, recognizing the urgency,

proceeds with the gallbladder surgery without submitting a pre-

authorization request, citing the emergency condition. However, the

subsequent claim was rejected by the insurance provider due to non-

compliance with the scheme's pre-authorization protocol.

Q1: Considering the scheme guidelines and the protocol for emergency
situations, which of the following actions should the hospital have taken to
ensure compliance and avoid claim rejection?

Mark only one oval.

(__ ) Proceed with treatment without pre-authorization, assuming the emergency
condition overrides the need for prior approval, and submit a request afterward with
relevant supporting documents.

D Always obtain pre-authorization for elective procedures, but in true emergencies
where treatment cannot be delayed, document the clinical necessity and inform the
scheme authority within 24 hours post-treatment with supporting evidence.

) Delay treatment until pre-authorization is obtained, even if the patient's condition
worsens, to ensure full compliance with the scheme's guidelines, and seek
retrospective approval only if the situation becomes critical.

) Treat the patient immediately and avoid any pre-authorization to prevent
administrative delays, regardless of the procedure's urgency, trusting that the claim
will be processed on humanitarian grounds.
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10. Case 2. Patient: Smriti Sinha, 45 years old. * 1 point
Anita underwent a hysterectomy. Pre-operative diagnostic evaluation,
including ultrasound, revealed no pathological finding or medical
indication warranting the surgery.

Q2: Based on established principles of medical ethics, patient rights, and
evidence-based practice, which statement most accurately reflects the
professional assessment of this case?

Mark only one oval.

() The surgery could be ethically justified as preventive if supported by robust

clinical evidence and fully informed, documented consent addressing risks, benefits,
and alternatives.

- Performing the surgery constitutes a breach of ethical and professional duty
because it lacked an evidence-based medical indication, thereby violating the
principle of non-maleficence.

(") The absence of documented medical necessity is acceptable provided the
patient verbally consented, as patient autonomy overrides evidence-based
indications in elective procedures.

11. Case 3. Patient: Seema Kumari, 38 years old. * 1 point
Savitri was admitted for surgery. The consent form on file was incomplete
— it lacked the procedure name, the date, and the signature of an
independent witness.

Q3: Under established legal requirements and scheme-specific
protocols, which of the following represents the minimum standard of a
valid informed consent for surgical procedures?

Mark only one oval.

() Written consent that clearly specifies the exact procedure to be performed, is
dated, and is signed by the patient or their authorised attendant, along with an
independent witness signature.

'f:j;’? Verbal consent obtained in the presence of a nurse or other hospital staff
member.

() A generic, pre-signed consent form completed at the time of admission without
procedure-specific details.
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12,

13.

Case 4 (1) : Reetika, 50 years old. * 1 point
During a surgical procedure for a benign abdominal condition, one of

Meera'’s organs was removed. No valid written consent for organ removal

was obtained. Post-operatively, she discovered this and filed a legal

complaint. Review of her medical record also showed that mandatory
pre-operative diagnostic tests, as per the Standard Treatment Guidelines

(STG), had not been performed or documented.

Q4: Under the Indian Penal Code, which section is most directly
applicable to the act of removing an organ without valid consent?

Mark only one oval.
() IPC 326 - Voluntarily causing grievous hurt by dangerous weapons or means.

() IPC 304A - Causing death by negligence.
(__)IPC 319 - Definition of hurt.

(__ ) IPC 338 - Causing grievous hurt by act endangering life or personal safety of

others.

Case 4 (2) : Reetika, 50 years old. * 1 point
During a surgical procedure for a benign abdominal condition, one of

Meera’s organs was removed. No valid written consent for organ removal

was obtained. Post-operatively, she discovered this and filed a legal

complaint. Review of her medical record also showed that mandatory
pre-operative diagnostic tests, as per the Standard Treatment Guidelines

(STG), had not been performed or documented.

Q5: From a clinical governance and protocol compliance perspective,
why does the failure to perform and document the required diagnostics
constitute a violation?

Mark only one oval.

() Because tests are optional if the patient appears clinically unwell.

'7 ) Because mandatory diagnostics under the STG must be performed and
documented before surgical intervention.

() Because all patients must be tested for unrelated conditions as part of hospital
protocol.
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Case 5. Patient: Bimla Kumari, 28 years old. * 1 point
Laxmi was admitted with mild dengue fever, confirmed through

diagnostic testing. Her clinical notes and lab reports showed no evidence

of plasma leakage, severe bleeding, organ impairment, or other WHO-

defined severe dengue criteria. However, the hospital submitted a claim

under “Severe Dengue with Complications”, a higher-reimbursement AB-

PMJAY package, without supporting documentation meeting the

Standard Treatment Guidelines (STG) criteria.

Q6: Within the framework of Ayushman Bharat — Pradhan Mantri Jan
Arogya Yojana (AB-PMJAY) and its STG and claims protocols, how
should this practice be classified?

Mark only one oval.
) Appropriate coding, as the physician may upgrade diagnosis for cautionary
treatment.

() Upcoding, a deliberate misclassification in violation of STG and scheme
guidelines, constituting a fraudulent claim.

) Package optimisation, an accepted practice for ensuring adequate cost
coverage.

Case 6. Patient: Pawan Kumar, 62 years old, from a semi-urban low- * 1 point
income community.

Manoj underwent cataract surgery under a publicly funded health

scheme. As per the Standard Treatment Guidelines (STG), a

comprehensive pre-operative eye examination and a formal anaesthesia

fithess assessment are mandatory prior to surgery, both for clinical safety

and for claims compliance.

The hospital’s documentation for Manoj’s case contains no record of

either assessment. The surgery was technically uneventful, and the

patient was discharged without immediate complications.

Q7: Considering scheme audit protocols, medico-legal frameworks, and
patient safety obligations, what is the most accurate classification of the
risk arising from this lapse?

Mark only one oval.

() The absence of documented pre-operative assessments is inconsequential if
the surgical outcome was good and the patient had no adverse events.

) The absence of such documentation constitutes a compliance failure under the
scheme’s STG requirements, creating both financial risk (possible claim rejection
during audit) and legal exposure (failure to meet duty-of-care standards), even if no
harm occurred.

Omitting formal pre-operative assessments may streamline processes in high-
volume settings, and is therefore acceptable provided the surgeon’s clinical judgment
supports proceeding.
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16. Case 7. Patient: Mukesh Kumar, 62 years old, from a semi-urban low-  * 1 point
income community.
Manoj underwent cataract surgery under a publicly funded health
scheme. As per the Standard Treatment Guidelines (STG), a
comprehensive pre-operative eye examination and a formal anaesthesia
fitness assessment are mandatory prior to surgery for both patient safety
and scheme claim compliance.
In Manoj’'s medical record, neither assessment was documented. The
surgery itself was uneventful, and the patient was discharged without
immediate complications.

Q8: Considering scheme audit protocols, medico-legal frameworks, and
patient safety obligations, what is the most accurate classification of the
risk arising from this lapse?

Mark only one oval.

(__ ) The absence of documented pre-operative assessments is inconsequential if
the surgical outcome was good and no adverse events occurred.

() The absence of such documentation constitutes a compliance failure under the
scheme’s STG requirements, creating both financial risk (possible claim rejection
during audit) and legal exposure (failure to meet duty-of-care standards), even if no
harm occurred.

() Omitting formal pre-operative assessments may streamline processes in high-

volume settings and is therefore acceptable provided the surgeon’s clinical judgment
supports proceeding.

17.  Q9: Under the AB-PMJAY hospital empanelment agreement, which * 1 point
contractual obligation is most likely breached in this case?

Mark only one oval.

() The clause requiring the hospital to maintain complete medical records in the
format prescribed by the scheme, including all mandatory diagnostics and
assessments.

(") The clause allowing the hospital to use clinical discretion in bypassing certain
STG steps for operational efficiency.

'i.: 7/ The clause that exempts hospitals from record-keeping obligations if no post-
surgical complications are reported within 7 days.
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18. Case 8: Patient: Vimla Devi, 46 years old, from an OBC agrarian * 1 point
community.
Asha underwent laparoscopic surgery for gallstones under a publicly
funded health scheme. Her past medical history included diabetes
mellitus and hypertension, confirmed from prior prescriptions and lab
reports, but these comorbidities were not documented anywhere in her
surgical case sheet.

Q10: Within the framework of clinical risk management, scheme audit
protocols, and medico-legal standards, why is the proper documentation
of comorbidities critical?

Mark only one oval.
7 Because comorbidity documentation is essential for assessing surgical risk,
determining preoperative management, and ensuring evidence-based care.

() Because it improves the appearance of completeness in the patient file for audit
purposes, even if not clinically relevant.

1 Because it is needed only for insurance claim processing, not for actual patient
management.

19.  Q11: Under the AB-PMJAY Hospital Empanelment Agreement, which * 1 point
contractual obligation is most likely breached here?

Mark only one oval.

() Theclause requiring that all patient medical records reflect accurate and
complete documentation of medical history, diagnosis, treatment, and mandatory
STG elements.

(") The clause that allows omission of past medical history if the surgeon’s
judgment considers it non-impactful for the current procedure.

(") The clause stating that comorbidities need to be recorded only if directly linked
to claim package eligibility.
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20. Case 9: Birsa Murmu, 60 years old, from a Scheduled Tribe community. * 1 point

After a scheme audit request, hospital staff changed the original
admission and discharge dates in Birsa’s records to align with claim
submission dates — without authorised correction procedures and
without preserving the original entries.

Q12: Under AB-PMJAY guidelines, hospital empanelment clauses, and
medico-legal principles, what does this practice constitute?

Mark only one oval.

_ Authorised record correction, permissible if done for claim accuracy.

{7‘) Falsification of medical records, a fraudulent act that may attract penalties, de-
empanelment, and prosecution.

) Routine record updating, acceptable before final audit closure.

21.  Q13: Which Indian Penal Code (IPC) provision is most directly applicable * 1 point
to such falsification of medical records?

Mark only one oval.
() IPC 192 - Fabricating false evidence.

(__)IPC 201 - Causing disappearance of evidence of offence.

() IPC 463 - Forgery
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Annexure: -5

Some Glimpses of the workshop program
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Annexure: -6

Media Coverage

Dainik Jagran, Gaya Ji 13 December, 2025
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